with cyanosis that this explanation for the morbus cceruleus hue seems hardly worth mentioning. But the systolic bruit, best heard over the pulmonary orifice, is not explained by the ascertained anatomical facts. The aorta and pulmonary artery were of equal size, their valves were of perfect shape and apposition, their ventricular connexions displayed no abnorimialities, and yet the signs during life suggested some lesion of the pulmonary artery or a defect in the ventricular septum. And yet there was none of these things, only a large hole connecting the right and left auricles.
Perhaps after all the murmur was not properly timed, and what was thought to be systolic really preceded the systole. There was no doubt about the presence of a loud murmur, it is only its timing that may have been faulty. It is not easy to accurately time murmurs in rapidly acting hearts in infants, as all who undertake that task will readily agree. If the bruit were produced at the defective septum, it could hardly have happened during the cardiac systole. But that it was manufactured in the auricles is the only reasonable explanation for its presence in the absence of obvious recognized murmur-producing abnormalities.
Case of Cerebral Hwemorrhage in an Infant aged 2 months. By GEORGE CARPENTER, M.D. HENRY P., aged 2 months, when admitted into the Queen's Hospital for Children on June 10, 1908, had been ailing with a cough for three weeks. He was breast-fed. His mother stated that " he often became very blue and wheezed as if he could not get his breath." He was a fine healthy-looking infant when he was brought to the hospital. He had the physical signs of bronchitis, a palpable spleen, and a subnormal temperature. The pulse-rate was 120 and the respiration-rate 40 to the minute. On June 15 he seemed to be fairly well, but there was still some wheezing in the chest. On June 20 he was better and the cough was less; but he had very little cough during the whole of his stay in the hospital. A few crepitations were heard over the right base. The motions were green. On June 23 his temperature began to rise and the thermometer registered 100.80 F.; on June 24 it was under 100°F.; but on June 25 it ran up to 104'6°F. He then had stupor, marked retraction of the head, and opisthotonos, which came on suddenly in the night. The fontanelle was depressed. Nothing abnormiial was discovered in the fundus oculi. Lumbar puncture was negative: the fluid was clear, sterile, slightly in excess, and the albumin in it was +. On June 26 the stools were better and the temperature was a couple of degrees or so lower, but the cerebral symptoimis persisted. There were no clonic convulsions, but the legs were stiff and his arms were inclined to be rigid. He died on June 28 in the condition just described. At the post-mortem examination there was some muco-purulent fluid in the bronchial tubes, but the lungs were otherwise normal. The liver was fatty and the spleen congested. On rem-ioving the skull-cap the brain was seen to be much congested all over, but was otherwise normal-looking. On section there was found a large hemorrhage in the left lateral ventricle which lay at its back part and did not extend into the brain substance. The clot measured 3 cm. by 5 cm., and beyond these limits there was a certain amount of blood-staining.
Case of Congenital Dilatation of the Colon. By GEORGE CARPENTER, M.D.
LIONEL L., aged 6 months, was admitted into the Queen's Hospital for Children under my care on July 15, 1908. He had been constipated since birth, and as much as a week at a time elapsed without an evacuation of the bowels; inedicines and injections were necessary to obtain an action. He had been bottle-fed since 4l months old with Nestle's milk and barley water. The family history was unimportant. He was a fairly well-nourished infant, and lively. His muscles were flabby, the skin loose and dry and rather inelastic. The abdomen was doughy and slightly distended; there was no peristalsis. The sigmoid flexure stood out under the abdominal wall; it was hard and contained a faecal mass. The large bowel was palpable in its whole extent and contained other faecal lumps. Hard faeces projected at his anus. During the first four days after his admission the child displayed no distress from its condition. The rectum was easily cleared of freces, but the hard mass in the sigmoid resisted efforts of removal by the finger for some time, and the last faecal concretion came away only a week before his death. The treatment consisted of repeated doses of olive oil by the mouth and the rectum, followed by enemata and by mnassage.
At the end of the first week, with the shifting and disappearance of the ftecal masses, a, marked change for the worse came over him. He
